Introduction
Centering Pregnancy (CP) was developed by Sharon Schindler Rising, CNM, in the early 1990s. In the past decade the model has been implemented throughout the U.S. with strong funding support by the March of Dimes. Every state bordering Iowa has at least one CP program. Centering Pregnancy is a model of group care that integrates the three major components of care: health assessment, education, and support, into a unified program within a group setting. This "definition" does not always sufficiently explain this innovative approach and for those unfamiliar with CP it is important to know that CP IS NOT a "class" that is offered in addition to traditional prenatal care. Instead,
Centering Pregnancy IS:

A Facilitated Group Process:
Eight to twelve women comprise the group and seating is always arranged in a circle. While there is an over-all plan for each session, the structure is flexible to allow for particular needs of the group.
An emphasis is made on building a sense of community within the group, so the composition of the group is stable.
Prenatal Care :
Individual assessments are done at every group session and occur privately within the group space.
Thus, CP meets all required components for a prenatal visit and is billable to all payers including Medicaid. Women continue to have the same steps in initiating prenatal care: an individual new patient visit is scheduled and risk factors are identified through a complete medical history reviewed by an RN, CNM or physician. A physical exam may also be done at this visit. Information about CP is shared by clinic staff and/or her providers; she may then elect to participate in CP for the majority of her care. Women with similar due dates begin meeting at 12-16 weeks gestation. Group meetings occur monthly until 28-32 weeks and then every two weeks. During the last month of pregnancy patients alternate weekly appointments with their primary OB provider and group sessions. Meeting times are set so that upon entry to group care, a woman knows the dates and times for all group sessions.
Evidence Based :
By taking women out of lines and waiting rooms, CP provides 90 minutes of quality time every session with the same two facilitators. In traditional care, women may spend 5 to 15 minutes with a provider at each encounter; often after a considerable wait. In a busy clinic, the provider may have little time for providing detailed information.
In contrast, CP offers comprehensive education on risk reduction and healthy choices. This key difference may play an important role in the Centering model's evidence showing statistically significant improvements in 1) birth weights of infants born prematurely (gain of 400 gm), 2) a lengthening in the gestation of the babies born prematurely (34 weeks group vs. 32 weeks individual), 3) increased rates of breastfeeding, 4) higher satisfaction with care, and 5) feelings of increased preparation and knowledge. A secondary benefit of CP is the potential to provide or enhance preconception health education for subsequent pregnancies of participants through knowledge gained about risk reduction in the current pregnancy.
Research on Centering shows that per 1000 women in group care, 40 preterm births could be averted!
Goals of Centering Pregnancy at UIHC
The desired impact of this project is the same for the Centering Healthcare Institute (CHI) and UIHC: To improve the overall health outcomes of mothers and babies. Disparities in outcomes do exist in Iowa and preterm birth has increased over the past decade. Centering Pregnancy primarily addresses the March of Dimes funding goal of enhancing care through the Centering model, which provides risk reduction education and/or services that will help to reduce disparities in premature birth in Iowa through an evidence-based and measurable model of prenatal care. 
DATA FOR
Implementing CP at UIHC
The Centering Health Institute (CHI) has a two year implementation plan designed to successfully launch the model. The plan includes a consultant for assistance with system redesign, training of facilitators, recruitment of clients, group start-up, and a site evaluation. March of Dimes funding for 2011 allowed for the first phase of the implementation plan at UIHC. Specifically, a key requirement for this model is physical space, and UIHC has remodeled a room within the Women's Health Center that will accommodate the creative and interactive methods that are central to the CP program. This approximately $3500 renovation was made possible by the Ambulatory Care Division with strong support of administration. The Women's Health Center is supplying the blood pressure monitor, scale and doppler.
An introductory meeting for the Implementation Team was held October 2010. This team includes key personnel from scheduling, nursing management, and faculty providers. A Centering Project Assistant, Kimberly Marshall, was hired August 2011. A Facilitator Training Workshop in August 2011 was attended by 18 participants, including eight faculty providers. Furthermore, OB/GYN residents will have the opportunity to train and participate in the model. The goal is that these providers will be able to implement CP in future practices after completion of their residency program, thus helping to fulfill the mission of the residency training program, and supporting UIHC's role as an educational resource for the state.
Two groups have been organized to date with a total enrollment of 17 patients. To facilitate patient education, CP participants receive a notebook at the first session to bring to each group meeting. These have been provided for the first 50 group participants through the March of Dimes grant. UIHC Marketing has generously provided some materials including website and pamphlet design.
Benchmarks for Success
Ongoing program evaluation will occur and is required for gaining site approval by CHI as well as continued funding from the March of Dimes. Our benchmarks for success are to 1) decrease preterm birth incidence among Centering participants to below the baseline state average of 11.6%; 2) demonstrate a change in maternal behavior as evidenced by appropriate maternal weight gain during pregnancy; and 3) to improve participant preparedness for birth and parenting. We strongly believe that the investment in a model of care that could significantly reduce preterm birth in Iowa, as well as positively impact other key indicators, is well worth attention and support. 
